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N 000, Initial Comments N 000
Buring annual licensure survey conducted at
Mayfield Rehabilitation Center on August 2 - 4,
2010, no deficiencies were cited in relation to
complaints #TN00024574, TNO0OD25420,
i TNODO26134, and TNCQ026260 under 1200-8-6,
: Standards for Nursing Homes.
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